Intimate partner violence (IPV), defined as physical or sexual violence, stalking, psychological aggression, or coercion by a past or current intimate partner,^[@CR1]^ is an all too common experience in the lives of women. Women veterans may be at particular risk^[@CR2]^ as up to 60% of women veterans in relationships report experiencing IPV.^[@CR3]^ The burden of IPV on women veterans is often compounded with experiences such as sexual assault and harassment during military service.^[@CR4],\ [@CR5]^

In 2019, the Veteran's Health Administration (VHA) issued a national directive calling for routine IPV screening and provision of intervention across VHA facilities.^[@CR6]^ IPV screening and intervention are necessary for maintaining women veteran safety and, thus, an integral part of the care provided to women by the VHA. As with other populations, the spread of the coronavirus disease 2019 (COVID-19) has resulted in unprecedented disruptions and changes to veteran health care, and stay-at-home orders may put women veterans at even higher risk of IPV. Current changes in healthcare delivery during COVID-19 may present challenges to the VHA's standard methods of initiating IPV screening and intervention with women whose lives are at increased risk of danger due to IPV.

This is particularly concerning during a time when IPV rates could be increasing for women veterans, given increased emotional, financial, occupational, and social stressors due to the COVID-19 pandemic. Initial reports in China indicate a threefold increase in IPV-related reports to the police during February of 2020 compared with February of 2019.^[@CR7]^ There is anecdotal evidence of similar increases in IPV rates during the COVID-19 pandemic across Brazil, Australia, Great Britain, and the USA.^[@CR8],\ [@CR9]^ The effects of the pandemic on IPV rates may be long-lasting. For example, unemployment resulting from the pandemic may keep abusive partners at home for extended periods of time, further entrapping women. Partners may also constantly feel on edge due to occupational and financial stressors, possibly triggering greater use of violence against women.

We discuss two critical areas in which the COVID-19 pandemic may create challenges in the VHA's provision of IPV-related services and for which creative solutions are being utilized: (1) routine IPV screening and (2) providing resources and support to women experiencing IPV. Though our focus is on women veterans and the VHA, the challenges and solutions we discuss are likely applicable to other populations experiencing IPV and other health care systems screening for IPV.

CHALLENGES WITH SCREENING {#Sec1}
=========================

The COVID-19 pandemic and the associated stay-at-home orders implemented to reduce spread of the virus may pose challenges to conducting IPV screening in the VHA. A large proportion of IPV screening in the VHA is conducted *in-person* at primary and specialty care clinics (e.g., mental health clinics). However, given widespread stay-at-home orders, many non-essential health care visits have either been canceled or are being completed using telehealth (i.e., phone, VA Video Connect, clinical video telehealth). IPV screening conducted via telehealth could help identify women veterans experiencing IPV but, without appropriate consideration and provider practices, may inadvertently put them at even greater danger, as a violent or controlling partner may overhear discussions regarding IPV, unexpectedly walk into the room, or use technological abuse strategies for monitoring (e.g., recording calls). Upon hearing discussion of relationship health (even without disclosure of IPV incidents), a partner may become suspicious or angry and could use abusive or violent behavior. Controlling partners may prevent women from finding isolated locations inside or outside the home in which to speak privately, and attempts to seek privacy may be met with suspicion or aggression (i.e., "Why do you need to talk in private?" "What are you going to talk about?"). Also, due to stay-at-home orders, which have led to limited community access, women experiencing IPV may have significant difficulties finding safe locations where they are able to freely seek assistance with IPV. For such reasons, it is particularly difficult to ensure the environment is private and safe, a prerequisite for inquiring about IPV experiences. Unlike in-person office visits, where providers should ensure no partner, family member, or child over the age of 2 is present when engaging in IPV screening, telehealth necessitates assuming that someone else may overhear even if not in view. As a result, providers have additional complexity to consider before screening for IPV or providing necessary support so as not to put women veterans at greater risk of danger. Without creative solutions, these privacy and safety-related concerns could reduce opportunities for providers to ask about IPV as well as for patients to disclose IPV. Reductions in patient disclosure opportunities in turn make it more challenging for women experiencing IPV to obtain information about IPV-related resources and services (e.g., medical, mental health, social work, financial, legal, shelter, and housing resources).

CHALLENGES IN PROVIDING SUPPORT {#Sec2}
===============================

Though stay-at-home orders are described as essential for helping slow the spread of COVID-19,^[@CR10]^ associated closures can limit resources available to women experiencing IPV. For example, domestic violence shelters, court houses, and other public service agencies may be closed or limited to virtual platforms, further reducing space for privacy and safety. Even the ability to utilize crisis hotlines may be hindered if women are unable to find a safe location for calls or text messaging. Safety plans that were previously developed may no longer be as applicable if friends, family, or shelters are not an option for women fleeing an abusive relationship. Reaching healthcare providers to ask for assistance and obtain resources may be challenging when access to in-person appointments is limited and/or when telehealth options are limited due to difficulties accessing a safe location for contact. Additionally, fear of exposure to COVID-19 may contribute to reluctance to access medical care, including going to an emergency department in the case of IPV-related injury. Even when providers can screen for IPV, their ability to intervene effectively may be limited if they rely on knowledge of pre-COVID-19 IPV resources and supports, since such resources may no longer be available for women at the same levels as they were prior to the pandemic. Reduced ability to provide available resources to women experiencing IPV is a critical issue, particularly during a time in which women may be experiencing an increased need for help.

INITIAL SOLUTIONS {#Sec3}
=================

Current VHA Efforts {#Sec4}
-------------------

The VHA, the largest integrated health care system in the USA, offers IPV assistance and prevention services through the Intimate Partner Violence Assistance Program (IPVAP). Through the IPVAP, the VHA has already taken numerous steps to address challenges with IPV screening and the provision of resources. On a national and local level, the IPVAP is a comprehensive person-centered, recovery-oriented, and trauma-informed program committed to helping veterans, their partners, and employees impacted by IPV. During the COVID-19 pandemic, the IPVAP has been promptly reviewing, adapting, and creating IPV guidance and resources to fit the current situation and associated training needs, as well as disseminating critical information to VHA providers and women veterans. The rapid response during this time of global challenge occurred through the combined efforts of national IPVAP leadership, a dedicated network of IPVAP Coordinators on staff at VHA facilities nationwide, and in partnership with stakeholders within and outside the VHA who are dedicated to fostering relationship health and safety for women veterans.

### Addressing Challenges with IPV Screening {#Sec5}

To address potential challenges with IPV screening, the IPVAP recommends that providers continue to follow the established IPVAP trauma-informed screening protocol, with guidance for how to adapt the environmental safety check for the telehealth context. Specifically, screeners should perform an environmental safety check to ensure a partner or other individuals are not present before starting a virtual visit by asking simple yes-or-no questions, which when using visual technology can be responded to with a head nod. If the partner unexpectedly walks into the room, the provider should wait quietly. Additionally, if the patient is wearing headphones, the provider may ask yes-or-no questions, such as "Do you need to hang up?", "Are you safe?", or "Should I send 911?". Such virtual care considerations can enable safe opportunities to discuss IPV-related information, while also reducing risk of danger.

### Overcoming Challenges in Providing IPV Support {#Sec6}

To help overcome challenges accessing care and the ability to provide resources, the IPVAP developed a multi-method approach to raise awareness and facilitate access to services through social media platforms, internal e-mails, and staff- and veteran-specific fact sheets.^[@CR11],\ [@CR12]^ These multi-faceted strategies provide education about increased risk and available resources across internal and external programs, as well as provide multiple means of reaching women veterans so that, when they are in a safe place to reach out for assistance, they have multiple options and up-to-date contact information. Materials include social media images and posts, educational content and contact information, links to the IPVAP public-facing website, a roster of IPVAP contacts by state, and community partners, such as the National Domestic Violence Hotline. To reduce risk associated with accessing IPV-related content online (e.g., if a partner walks into the room or accesses web history), the IPVAP website (<https://www.socialwork.va.gov/IPV/>) has a "quick escape" button which redirects to the [va.gov](http://va.gov) homepage. The website also includes links to external stakeholder organizations with COVID-19 specific information and similar practices for reducing risk. IPVAP Coordinators at VHA facilities nationally routinely update their local resource and referral information (e.g., shelters that are currently accepting women) and disseminate the information to interprofessional staff who may screen for IPV and/or have an opportunity to provide resources to someone in need. Additional resources shared by IPVAP include self-directed safety planning tools, such as myPlan, a smartphone application that assists those experiencing IPV to develop individualized safety plans.^[@CR13]^

For women veterans who are able to safely engage in telehealth, many VHA IPV-specific services remain available. For example, they can have telehealth interactions with an IPVAP Coordinator or Champion (e.g., social worker or mental health provider trained to respond to IPV using best practices) for assessment, safety planning, and to access resources and interventions. Supported by the IPVAP, several VHA facilities are using telehealth to offer Recovering from IPV through Strengths and Empowerment (RISE),^[@CR14]^ a patient-centered and trauma-informed brief counseling intervention for women experiencing IPV. Likewise, many facilities are continuing to offer Strength at Home, an evidence-based intervention for reducing use of violence in intimate relationships, by implementing telehealth when possible.^[@CR15]^ Women veterans may also use telehealth for mental health services and to engage with a primary care provider and receive routine health services that may directly or indirectly reveal IPV experience. Discussion around reproductive health, for example, may reveal instances of abuse, particularly since pregnancy is associated with increased risk of IPV.^[@CR16]^

### Additional Potential Solutions {#Sec7}

While the VHA has taken numerous steps to assist women veterans experiencing IPV, additional solutions will need to be developed as the pandemic evolves. For example, it may be critical to establish VHA secure messaging for IPV screening and resource provision that women veterans can access when it is safe to do so. For those without access to a computer or phone, it may be necessary to discreetly place informational brochures at grocery stores or other locations that provide essential services. It may also be important to partner with media outlets to increase dissemination of resources and social media messaging developed by the VHA. Additionally, continued coordination and partnerships between internal VHA programs (e.g., IPVAP, Women's Health, Mental Health) and external programs (e.g., shelters, advocacy groups) will be necessary so that after the pandemic coordination and joint efforts continue to benefit women.

CONCLUSION {#Sec8}
==========

Overall, new ideas and partnerships will be critical for helping the VHA continue to assist women veterans experiencing IPV during the COVID-19 pandemic and future public health emergencies. This is a particularly trying time for women veterans impacted by IPV, and we must remain dedicated to rapidly developing and implementing novel solutions that can protect their safety. We serve, because she served.
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